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Baseline Assessment 2010 

Å49% of CHWs who manage health products had five CCM tracer 
drugs in stock on day of visit (amoxicillin, ORS, zinc, ACT 1x6, ACT 
2x6) 

 

ÅNo Standard Resupply Procedures  

 

ÅCHWs lack sufficient storage and organization for existing medicines 
and supplies  

 

ÅTransportation is difficult between resupply points and CHWs  

 



Improving Product Availability 
Two Interventions to Operationalize RSPs 

IcSCI aims to 
strengthen RSPs by 
using the existing 
community based 
performance-based 
financing (PBF) 
scheme for CHWs 

QCs aim to establish 
a network of health 
center-based quality 
improvement teams 
with shared 
objectives and 
indicators on how 
best to operationalize 
RSPs 

Foundational (cross-cutting) Intervention: Standard Resupply Procedures (RSP), simple 
tools and procedures designed to ensure that CHWs always have enough CCM products to 
serve clients  

ΧōƻǘƘ ǿƛǘƘ ǘƘŜ Ǝƻŀƭ ƻŦ reducing stockouts and 
improving product availability 

ÅBugesera 
ÅHuye 
ÅBurera 

ÅNgoma 
ÅNyabihu 
ÅRutsiro 

All 6 districts 



Midline Evaluation 

QC intervention group showed significant improvement in key project 
indicator: availability of all 5 CCM products, compared with non-
intervention group 

Both intervention groups in Rwanda had greater product availability than 
the comparison group 

3 key IcSCI supply chain indicators showed significant improvements in the 
first quarter of implementation, and maintained high performance levels 
over four quarters 

 

 RSPs, QITs, and one 
IcSCI indicator 

recommended for 
scale up 

Changes in scale up phase: 

Å Allowances to CCs and 
district coaches 
stopped (Mar 2014) 

Å QITs: no project 
support/follow up after 
final LS in April 2013 

Å Learning Sessions - 
discontinued 



Integrated 
Training on 

iCCM: 
HCs and CCs 
trained on 
RSP & QIT 

tools 
 

QIT 
Addendum: 

District 
coaches 

trained on 
QIT 

meeting 
process 

 

Scaling Up RSP and QIT 

QIT Monthly 
Meeting at HC: 

CCs and HC staff to 
reinforce use of RSPs 

District Coaching 

CCs use integrated 
supervision 
checklist to collect 
data from CHWs 

QIT develops action 
plan, implements, 
and reviews monthly 
progress 

Monthly Resupply Process: 
CC aggregates CHW data, 

gives to HC Pharmacist, and 
picks up orders for cell 

PBF indicators: CHW stock card accuracy,  
QIT meetings at HC (in progress) 

 
District 

staff hold 
QIT kick off 
meetings 

at HCs 



 Pilot Phase 
 

Timeline for QC 
Implementation & Scale Up 

 Scale Up Phase 
 

Roll out RSP in 6 
districts 

      2011          2012                        2013              2014 
        

Baseline 
0 months 

QC and IcSCI 
launch in 3 

districts each 

6 districts 
Integrated 
Training 

Monitoring & 
intervention support 

Midline 30 
months 

2 districts 
Integrated 
Training 

Endline 42 
months 

2 districts 
Integrated 
Training 

4 districts 
Integrated 
Training 

QIT Addendum 
Training  
4 new districts 
and 3 original 
QC districts 

TOT for 
Integrated 
Training 

MOH decides 
on scale up 

package 

QIT Addendum 
Training  
5 new districts 



Partnering for Scale 
ÅScale up status: 

Å 14 of 30 districts have 
received RSPs through 
the integrated training 

Å 12 districts had 
received the full 
package of RSPs and 
QIT training 

Å Scale up has been led 
by MOH and supported 
by a number of 
partners ς World Relief, 
Concern, UNICEF, RFHP, 
i+Solutions, SC4CCM 



Endline Survey Methodology 
(April-May 2014) 

ω The endline ŎƻƭƭŜŎǘŜŘ ŜǾƛŘŜƴŎŜ ƻƴ ǘǿƻ ŎƻƴŎŜǇǘǎ ŎŜƴǘǊŀƭ ǘƻ ǘƘŜ ǇǊƻƧŜŎǘΩǎ 
objectives: scalability and sustainability 

ω Employed mixed methods 

ςQuantitative: Logistics Indicators Assessment Tool (LIAT) in 3 original QC 
districts only (Ngoma, Rutsiro, Nyabihu) 

ςQualitative: Case Study Approach, 2 original districts (Ngoma, Nyabihu) 
and 2 new scale up districts (Nyaruguru, Rulindo) 

ω Collected stock data for 6 commodities:  

1. Amoxicillin 125mg tablets  

2. ORS sachets 

3. Zinc 10mg tablets 

 

 

4. Primo Yellow 

5. Primo Red 

6. RDTs 
 



Key Findings 
 

Results organized using a Program Theory 

A program theory helps us 
understand what activities 
were critical and important to 
invest in to achieve benefits 
of RSPs and improved product 
availability 



RSPs - Training, Tools, 
and Knowledge 

 
ωHC staff and CCs are trained and have RSP tools 
ωHC staff know how to use RSPs 

 



RSPs: Critical Elements 

ω Cell level: CHWs bring their stock cards and meet at Cell Coordinators (CC) house 
or other convenient venue to report each month 

ς CCs use each CHW stock card, magic calculator to determine how much 
resupply required, enter on resupply worksheet 

ω HC level: CHWs and CC attend HC monthly meeting 

ςCCs give HC Pharmacy Managers resupply worksheet  

ςHC use resupply worksheet to prepare orders for all CHWs, give to CCs 

ς CC distributes quantities to CHWs,  

 either at meeting or afterwards 

Cell Coordinators are the key players.  
Three tools: stock card, resupply worksheet, magic  resupply calculator 
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Stock Card Availability 
At endline, CHW stock card availability remained high compared to ML indicating 
high availability of the foundational tool for the resupply system  

At EL, 77% of CHWs had stock cards for all 6 products on DOV 
(compared to 75% at ML)  



RSP Tool Availability 
At endline, tool availability was similar to or higher than at ML with the exception of 
the job aid at the health centers  
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RSP Knowledge and Training 
CCs and HC staff had sufficient and accurate knowledge on how to use the RSPs. This 
suggests that integrated training is just as effective for transferring knowledge as 
stand-alone RSP training 
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Staff Turn Over and Implications for RSP 
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Staff turnover or absences did not negatively impact use of RSPs, likely as a result of 
the simple design and ease of use of the procedures 

άΧΧƛŦ ǘƘŜ ǇƘŀǊƳŀŎƛǎǘ ƛǎƴΩǘ ƘŜǊŜΣ ŀƴŘ L 
am also not here, in my absence the 
other staff are able to distribute 
ƳŜŘƛŎƛƴŜ άōŜŎŀǳǎŜ ǘƘŜ ǊŜǉǳƛǎƛǘƛƻƴ ƛǎ 
so clearέΦ .ŜŦƻǊŜ ƛŦ L ǿŀǎƴΩǘ ŀǘ ǘƘŜ 
health center it was a problem 
because no one else knew how to 
ǊŜǉǳƛǎƛǘƛƻƴ ƳŜŘƛŎƛƴŜǎΧΦέ  
- HC staff, original district  

At EL fewer HC staff  and CC had received training on RSPs compared to  ML, likely due to 
high turnover in the past year, and incomplete integrated training coverage in all districts   



Perceived Benefits of RSPs 

HC staff, CCs and CHWs all identified many benefits associated with RSPs 

ωProvides organization and structure, clarity on roles & 

responsibilities 

ωImproved transparency and accountability 

ωEfficiency - time saving and reduced work load 

ωInformed decision-making 

ωBetter stock management/ redistribution 

ωImproved collaboration 

ωImproved access to health care 
 

 

 



Summary 

ωRSPs as designed are simple, easy to use and knowledge levels  on 
usability remain high among health workers  

ωRSP tool availability remained high 

ωHealth workers at all levels recognize the benefits of RSPs; RSPs 
have streamlined and increased efficiency in the resupply 
process, improved stock management, collaboration, 
transparency and accountability 

ωTraining on RSPs through the integrated training is sufficient to 
transfer knowledge on requisition and resupply to HC staff and 
CCs 



Question & Answers? 
Discussion 



 

Health Center QIT team members: CHW Supervisors from HC level, Pharmacy Store 

Managers, Data Manager and Cell Coordinators (generally 7-10 CCs per HC) 
 

Tools:  
Å Tally sheet  
Å Decision matrix  
ÅWhy -why analysis  
Å SMART objective  
Å Action plan  
 

The purpose of QITs is to use data and a regular process  to reinforce use of 
RSPs, using supervision checklists as the main data source 



QIT Process 

How are QITs performing in original districts 
compared to new scale up districts? 
 
ωAre QITs meeting regularly? 
ωDo they have good attendance?   
ωAre they using data?  
ωAre they following the QIT process? 
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quarter  (n=21)

CCs have any copies of
supervision checklists for last

quarter (n=38)

Integrated Supervision Checklist 
Observations 

Of 3 original districts surveyed in LIAT, very few (10%) CCs could show that they had 
the right data that could be used for QIT process and meetings 
 

ά²Ŝ ƘŀǾŜ ōŜŜƴ ǇǊƻǾƛŘŜŘ ǿƛǘƘ ƛƴǘŜƎǊŀǘŜŘ ǎǳǇŜǊǾƛǎƛƻƴ ŎƘŜŎƪƭƛǎǘ ǿŜ 
use for our regular supervision, and we received 1 day training about 
its use. Some of us started using the checklist in January and others 
ƛƴ aŀǊŎƘ ŀŦǘŜǊ ǘƘŜ ǘǊŀƛƴƛƴƎΦέ ς Cell Coordinator, original district 

Integrated Supervision & Data for QITs 

Only 55% of CCs had any copies on DOV 

Only 10% of CCs had copies for all CHWs 
in the past quarter 
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HCs surveyed (n=30)

QIT Meeting Frequency & Action Plans 

ω53% of HCs had 
documentation of a QIT 
meeting in the past quarter  

 

ω52% of CHW Supervisors 
had documentation showing 
all expected QIT members 
(excluding coaches) 
attended the last meeting  

Among HCs surveyed in 3 original districts, QIT meetings appear to have been 
infrequent, but when they happened, participation was high (excluding coaches) and 
most are setting objectives and developing an action plan 

ω13 of 16 HCs having a QIT meeting in the past quarter, had a written action 
plan and a SMART objective 



ω Incomplete/outdated tools 

ωProblem prioritization and solving not evidence based.  

ωAction plan and feedback loop may be incomplete. From 
observations, it was unclear if action plans were used to track 
performance and assess the changes made by the activities in the 
action plan (critical feedback for QIT effectiveness) 
 

The case study showed that QITs have yet to be well-established in new scale up 
districts. While HCs in new scale up districts were interested in QITs, 
implementation of the correct process and content was inconsistent   

Scale Up Districts: QIT Tools & Process 

άvL¢ ƳŜŜǘƛƴƎ ƛǎ ƎƻƻŘΣ ƛǘ ƘŜƭǇǎ ǳǎ ǿƻǊƪƛƴƎ ǘƻƎŜǘƘŜǊ ŀƴŘ ǿŜ ƘŜƭǇ ŜŀŎƘ ƻǘƘŜǊ ŀƴŘ ǿŜ 
ŘƛǎŎǳǎǎ ƻƴ Ƙƻǿ ǿŜ Ŏŀƴ ƛƳǇǊƻǾŜ ƻǳǊ ǿƻǊƪ ŀƴŘ ǿƘŀǘ ȅƻǳ ŘƻƴΩǘ ǳƴŘŜǊǎǘŀƴŘ ȅƻǳ ŀǎƪ 
ȅƻǳǊ ŎƻƭƭŜŀƎǳŜ ǘƻ ƻǊƛŜƴǘ ȅƻǳ Ƙƻǿ ǘƻ Řƻ ƛǘΦέ ς Cell Coordinator, new scale up district 

High appreciation and interest in QITs:  



Perceived Barriers to Supervision & QITs 
 

CCs and HC staff identified similar barriers to regular supervision and 
QIT meetings, namely heavy workload and the additional burden of 
time and travel required. 

ά¢ƘŜǊŜ ŀǊŜ ŀ ƭƻǘ ƻŦ ŎƘŀƴƎŜǎ ōŜŎŀǳǎŜ ǘƘŜȅ ŘƻƴΩǘ Řƻ ƳǳŎƘ 
ǎǳǇŜǊǾƛǎƛƻƴΣ ŀƴŘ ǘƘŀǘΩǎ ōŜŎŀǳǎŜ ǘƘŜȅ ŘƻƴΩǘ ƎŜǘ ƳƻƴŜȅΦ ¢ƘŜȅ 
also have other responsibilitiesτthey have to treat their 
own patients. And now, they have the supervision checklist 
as well. So it can be a real handicap to the QIT meetings. A 
CC will have 68 CHWs and will only visit 20 of them. We 
ŎŀƴΩǘ ŜȄǘǊŀǇƻƭŀǘŜ ǘƘŜ ǊŜǎǳƭǘǎ ŦǊƻƳ ǘƘŜ нл /I²ǎ ŀƴŘ 
ƎŜƴŜǊŀƭƛȊŜ ǘƻ ŀƭƭ суέ ς CHW Supervisor, original district 



 
The role of local leadership:  
a HC continuing to hold QITs 

 

άIƻǿ ǿŜǊŜ ȅƻǳ ŀōƭŜ ǘƻ ŎƻƴǘƛƴǳŜ ǿƛǘƘƻǳǘ ŀƭƭƻǿŀƴŎŜǎ ǿƘƛƭŜ ƻǘƘŜǊǎ ƘŀǾŜƴΩǘΚέ 

ά¢ƘŜ Ƴŀƛƴ ǊŜŀǎƻƴ ƛǎ ǳǎΦ ²Ŝ ǎŀǿ ǘƘŀǘ ǘƘŜ vL¢ ƳŜŜǘƛƴƎǎ ƘŜƭǇŜŘ ǳǎ ŀ ƭƻǘΦ ²ƘŜƴ ǘƘŜ //ǎ Řƻ 
supervision, we can catch all the problems. We also do supervision and see many 
ǇǊƻōƭŜƳǎΦ {ƻ ǿŜ ǎŀƛŘΣ ΨǿƘȅ Řƻ ǿŜ ƘŀǾŜ ǘƘŜǎŜ ǇǊƻōƭŜƳǎΚΩ ²Ŝ ǎŀƛŘΣ ΨƭŜǘΩǎ ƘŀǾŜ vL¢ ƳŜŜǘƛƴƎǎ 
ǎƻ ǿŜ Ŏŀƴ ǎƻƭǾŜ ǘƘŜǎŜ ǇǊƻōƭŜƳǎ ǘƻƎŜǘƘŜǊΩΦ {ƻ we included the QIT meetings into the 
description of our tasks, and we encourage the CCs, tell them how we can help them and 
how they can help us. Encouragement is necessary, and we have to do follow-up because 
ǘƘŜȅ ŀǊŜ ǾƻƭǳƴǘŜŜǊǎ ŀƴŘ ǘƘŜȅ ŘƻƴΩǘ ƎŜǘ ŀƴȅ ŎƻƳǇŜƴǎŀǘƛƻƴΦ  .ǳǘ ƛƴ ǘƘŜ ŜƴŘΣ ƛǘΩǎ ƴƻǘ 
ƛƳǇƻǎǎƛōƭŜ ǘƻ ƘŀǾŜ //ǎ ǿƻǊƪ ƘŀǊŘ ǿƛǘƘƻǳǘ ƎŜǘǘƛƴƎ ǇŀȅƳŜƴǘΦ LǘΩǎ ŀ ǎŀȅƛƴƎ ǘƘŀǘ ǿŜ ƘŀǾŜ 
here, sono anori. It means someone who can work hard for the good of everyone, for the 
ƎƻƻŘ ƻŦ ǘƘŜ ŎƻǳƴǘǊȅ ǿƛǘƘƻǳǘ ŜȄǇŜŎǘƛƴƎ ŀƴȅǘƘƛƴƎΧƛǘΩǎ ōŀǎŜŘ ƻƴ ǇŀǘǊƛƻǘƛǎƳΦέ ς CHW 
Supervisor, original district  

 

In this original HC, because the QIT process was well established previously and 
benefits realized and appreciated by the team, motivation was high for continuing 
QIT meetings even without allowances. Leadership at the HC level enabled this to 
happen.   



QIT Benefits 
Respondents at all levels in both original and scale-up districts identified many 
benefits that they associated with QITs. They especially appreciated improved 
collaboration and communication with higher levels of the health system and 
mentioned feeling more valued, more connected to HC 

ωAnalysis and focus on CHW problems, helps CCs identify where 
problems are in their cells 

ω Utilizes supervision data 

ωAllows for discussion of problem with staff at other levels 

ω Increases collaboration among staff at different levels 

ω Allows for solutions by team members based on their roles 

ω Provides regular time for problems to be brought by CCs 

ω Establishes a timeline/accountability for problem solving 

 



QIT Summary 
ωVery limited evidence of districts reaching I/ǎ ǘƻ άƪƛŎƪ ƻŦŦέ QITs, 

explain the meeting process and reinforce use of data and tools 

ωQIT meetings infrequent in all districts 
ςIn original districts, long history with process so when meetings happen 

participation is high and process well understood and followed 

ςIn scale districts,  high awareness and interest but not enough 
experience so inconsistent implementation (content, lack of uniformity 
of tools) 

ωLess data available from supervision, and used in meetings 

ωQIT meetings are widely perceived to be beneficial in problem 
solving, finding local solutions and improving trust and 
collaboration 

ωIn one original district, integrated training and letter from MOH 
were effective at restarting QITs 



District Engagement and QITs 
ωThree district coaches were trained (CHW Supervisor, District 

Pharmacist, and Data Manager) 

ω Coaches were critical to άƪƛŎƪƛƴƎ ƻŦŦέ ǘƘŜ vL¢ǎ with the 
material they learned during the QIT addendum 

ωOne district coach would initiate QIT meetings at each HC to 
introduce the concept and go over how to hold a QIT meeting 

ω Coaches would provide follow up support to ensure meetings 
were scheduled and attend one meeting per quarter 



Initiating QIT Meetings 

άΧƛŦ ǘƘŜ I/ {ǳǇŜǊǾƛǎƻǊ Ƙŀǎ ǘƘŀǘ ƎƻƻŘ ǿƛƭƭ ŀƴŘ ƻǊƎŀƴƛȊŜ ǘƘŀǘ ƳŜŜǘƛƴƎ ǿŜ Ŏŀƴ 
ŀǘǘŜƴŘ ƛƴ ƛǘ ōŜŎŀǳǎŜ ǿŜ ƪƴƻǿ Ƙƻǿ ƛǘΩǎ ƛƳǇƻǊǘŀƴǘ ǘƻ ƘŀǾŜ ƛǘ ŦƻǊ ŜȄŀƳǇƭŜ ŜǾŜƴ ƛŦ 
there are some problems I can be able to solve myself, they are some others 
ǿƘƛŎƘ L ŎŀƴΩǘ ǎƻƭǾŜ ŀƭƻƴŜ ŀƴŘ ǘƘŜǎŜ ƴŜŜŘǎ ǘƻ ōŜ ŘƛǎŎǳǎǎŜŘ ƛƴ ǘƘŜ vL¢ ƳŜŜǘƛƴƎ  and 
ǿƛǘƘ ŘŜŜǇ ŀƴŀƭȅǎƛǎ ŀƴŘ ŦƛƴŘ ǎƻƭǳǘƛƻƴǎΦέ ς Cell Coordinator, original district 

Starting up QIT meetings takes focused initiative on the part of both HC staff and 
district staff.  

Even the district coaches who understood their vital role in QITs delayed in holding 
άƪƛŎƪ ƻŦŦέ ƳŜŜǘƛƴƎǎ ōŜŎŀǳǎŜ ƻŦ ŎƻƳǇŜǘƛƴƎ ǇǊƛƻǊƛǘƛŜǎ ŀƴŘ ƭƛƳƛǘŜŘ ǘƛƳŜ 

άIŀǾŜ ȅƻǳ ǊŜŎŜƛǾŜŘ vL¢ ǘǊŀƛƴƛƴƎΚέ 
ά¸ŜǎΣ ǿŜ ǊŜŎŜƛǾŜŘ ǘǊŀƛƴƛƴƎ ŀōƻǳǘ vL¢ ƛƴ WŀƴǳŀǊȅ нлмпΣ ŀƴŘ ǿŜ ŎƻƴǘƛƴǳŜŘ ǿƛǘƘ //ǎ 
in January to March. After 3 months, I asked HC to start QIT meetings, some 
started and others delayed but I call them. We have 16 HC, ¾ did QIT meeting. I 
ŜǎǘƛƳŀǘŜ мн I/ ŘƛŘΣ ŀƴŘ ƻƴƭȅ п ŘƛŘƴΩǘ ȅŜǘΦ LΩƳ ƴƻǘ ǎǳǊŜ ƛŦ ǘƘŜȅ ŘƛŘΦέ  
- District CHW Supervisor, scale up district 



District Staff Support of QITs 

ωOnly 6/16 (38%) HCs with documentation from a QIT meeting showed evidence 
of participation from district staff in the last quarter 

ωIn scale up districts District CHW Supervisors were more involved with and aware 
of QITs; District Data Managers were less involved; there was no indication that 
District Pharmacists had attended any QIT meeting 

ωDistrict staff stated that they faced scheduling conflicts and time constraints to 
attending QITs as well as doing regular supervision to the HCs 

Lack of participation of District Pharmacist in QITs limits the ability to  address some 
product availability issues that are outside the purview of the District CHW 
Supervisor and District Data Manger 

ά²Ŝ ǘǊƛŜŘ ǘƻ ǊŜ-launch in February but were very busy with other 
ŀŎǘƛǾƛǘƛŜǎΦ ²ŜΩǾŜ ōŜŜƴ ǘŀƭƪƛƴƎ ŀōƻǳǘ Ƙƻǿ ǘƻ ƎŜǘ ǘƘŜ ƳŜŜǘƛƴƎǎ ǎǘŀǊǘŜŘ 
again. We have a plan to restart at the beginning of June. We have a 
ƳŜŜǘƛƴƎ ƴŜȄǘ ǿŜŜƪ ǘƻ ŘƛǎŎǳǎǎ ǘƘƛǎ ƛǎǎǳŜΦέ ς District Pharmacy 
Manager, original district 



Summary of District Involvement in QITs 

ωDistrict engagement with initiating or re-starting QITs was 
also minimal; motivation to follow up seems insufficient 

ωWhere district engagement was seen it was usually the 
District CHW Supervisor; lack of District Pharmacist 
engagements limits ability to influence product availability  

ωTime, scheduling conflict and competing priorities identified 
as barriers to district level physical presence at the meetings 

ωEvidence from 2 new districts show that training is 
sufficient to impart knowledge about QITs, but making QITs 
work effectively is not possible without follow up support 
from the district 



 
 

Are QITs Reinforcing 
Correct  and Consistent Use of RSPs? 

 
 

ωCHWs complete stock cards accurately? 
ωCCs complete and submit RSW to HC? 
ωHCPMs complete stock cards and resupply CCs based on order 
ǉǳŀƴǘƛǘƛŜǎ ƻƴ ǘƘŜ w{² όōŀǎŜŘ ƻƴ ƭŀǎǘ ƳƻƴǘƘΩǎ ŎƻƴǎǳƳǇǘƛƻƴ ŀƴŘ {hIύ 

QITs were established to reinforce RSP practices through the 
identification of performance goals and problem solving.  



HC and CHW Stock Card Accuracy 
In our 3 original districts, HC and CHW stock card accuracy declined slightly at EL for 
all products, however CHW stock card accuracy levels better than HC 
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ω Reporting and documentation of RSWs at CC level has improved  
ω But, records of RSWs at HC level have declined, suggesting a gap in information 

flow to districts, undermining resupply decisions 

Availability and Submission of Resupply Worksheets 
(Reporting Rate) 
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75%  of the RSWs observed for the last 
three months were complete (had an 
entry for every binome in the cell) 

 

30 mos                42 mos 
(n=31)       (n=30) 

RSW availability at HC has declined 


